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6 Guidance on Prescribing 

Emergency Supply of PoM at Patient’s Requestt 

The Medicines (Products Other Than Veterinary 
Drugs) (Prescription Only) Order 1983, as 
amended, allows exemptions from the Pre- 

scription Only requirements for emergency supply 
to be made by a person lawfully conducting a 
retail pharmacy business provided: 

(a) that the pharmacist has interviewed the person 
requesting the prescription-only medicine and is satisfied: 

(i) that there is immediate need tvr the prescription- 
only medicine and that it is impracticable in the cir- 
cumstances to obtain a prescription without undue 
delay; 
(ii) that treatment with the prescription-only medicine 
has on a previous occasion been prescribed by a doctor2 
for the person requesting it; 
(iii) as to the dose which it would be appropriate for 
the person to take: 

(b) that no greater quantity shall be supplied than will 
provide five days" treatment except when the prescription- 
only medicine.is: 

(i) an ointment, cream, or preparation for the relief of 
asthma in an aerosol dispenser when the smallest pack 
can be supplied; 
(ii) an oral conlraceptiv¢ when a full cycle may be 
supplied; 
(iii) an antibiotic in liquid form for oral administration 
when the smallest quantity that will provide a full course 
of treatment can be supplied; 

(c) that an entry shall be made in the prescription book 
stating: 

(i) the date of supply: 
(ii) the name, quantity and, where appropriate, the 
pharmaceutical form and strength: 
(iii) the name and address of the patient: 
(iv) the nature o! the emergency; 

!. For emergency supply at the request of a doctor see 
Medicines, Ethics and Practice. No. I I, London, Phar~ 
maceutical Press, 1993 (and subsequent editions as 
available). 

2. The doctor must be a UK-registered doctor. 

(d) that the container or package mnst be labelled to show: 
(i) the date of supply; 
(ii) the name. quantity and. where appropriate, the 
pharmaceutical form and strength; 
(iii) the name of the patient; 

(iv) the name and address of the pharmacy; 
(v) the words ’Emergency supply’. 

(e) that the prescription-only medicine is not a substance 
specifically eacluded from the emergency supply 
provision, and does not contain a Controlled Drug speci- 
fied in schedules 1.2, or 3 to the Misuse of Drugs Regu- 
lations 1985 eacept for phenobarbitone or phenobarbitone 
sodium for the treatment of epilepsy: for details see Medi- 

cines, Ethics and Practice, No. II, London, Phar- 
maceutical Press, 1993 (and subsequent editions as 

available). 

ROYAL PHARMACEUTICAL SOCIETY’S GUIDELINES 
(!) The pharmacist should consider the medical 
consequences, if any, of not supplying. 

(2) The pharmacist should identify the patient by 
means of documentary evidence and/or personal 
knowledge. 

(3) The doctor who prescribed on a previous 
occasion should be identified and contacted, if 

possible. 
(4) The patient should be asked whether the doc- 
tor has stopped the treatment. 
(5) The patient should be asked whether any 
other medicine is being taken at the same time to 
check drug interactions. 

(6) An emergency supply should not be made if 
the item requested was prescribed previously 
more than six months prior to the request. Vari- 
ations may be made in the case of illnesses which 
occur infrequently, e.g. hay fever, asthma attack, 
or migraine. 

(7) Consideration should be given to providing 
less than five days’ supply if this is justified. 

(8) Labellingshould be clear and legible and there 
should be some suitable identification o| emerg- 

ency supply ~tries in the prescription book. 

Plasma concentrations in the BNF are expressed in mass units per litre (e.g. 

mg/litre). The approximate equivalent in terms of amount of substance units 
(e.g. micromol/fitre) is given in brackets. 

Approximate Conversions and Units 

Ib    kg    stones kg mL    ft. oz 

i 0.45 I 6.35 50 1.8 

2 0.91 2 12.70 100 3.5 

3 1,36 3 19.05 150 5.3 

4 1.81 4 25.40 2~0 7.0 

5 2.27 5 31.75 500 17.6 

6 2.72 6 38.10 1000 35.2 

7 3.18 7 44.45 

8 3.63 8 50.80 

9 4.08 9 57.15 

10 4.54 10 63.50 

II 4.99 II 69.85 

12 5.44 12 76.20 

13 5.90 13 82.55 

14 6.35 14 88.90 

15 95.25 

1 kilogram (kg) 
I gram (g) 
I milligram (mr) 
1 miccogr am 
1 nanogram 

Volume 

I litre 

i mill0itre 
I pint 

Other onl~s 

I kilocalorie (kcal) 
1000 kilocalories (kcal) 

! megajoule (M.I) 
I millimetre of 

merCmy (mmHg) 

I kilopascal (kPa) 

1000 grams (g) 
1000 milligrams (mr) 
1~0 micrograms ’. 
1000 nanograms 
1000 picograms 

1000 millilitres (mL) 
1000 microlitces 

- 568 mL 

4tsg.g joules 
4.1868 megajoules (M J) 
238.8 kilocalo~ies (kcal) 

13].3 pas~als (Pa) 
7.5 mmHg (pressure) 
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1, IAMBFTH HIGtJ STREET, LONDON SE1 7JN 

Controlled Drugs and Drug 
Dependence 
PRES(RIPIICn,4 Preparations which arc subject 

the picscllpt!on rcqulrcrncnts of the Mi,u>c 
Drags Rcgulanonb 1985, i.e prcparalion~ ~pcci- 
fled in schedules 2 and 3, arc diatmgm~hcd 
~hrought~m ~hc BNF b} the symbol Cl) (Coo- 
trolled Drugs}, The principal legal rcqmrcmcnlb 

relating to medical prcscription~ ate hxtcd bcloa. 
prescHpt~c, ns ordering Conlrollcd Drug~ ~ub- 

jecl I0 prcscr~pt~on rcqmrcmcnts nluM bc 
and dared~ by the prcscr~bcr and bpccify the pro 
~ribcr’s aUdress The prescription must 

state in the [)rescttber’s own hritldwrllltI~2 

or othe~c so as Io bc indchNc: 
1. The name and address of Ihc patmnl, 
2. In Ihe ca~e of a p~cpara~i.n, the form~ a~d 
where appropriate the slrcn~lh4 oI 

prcparatam; 

3. The [nlal quanmy o~ lhc preparation, 
number el dose tlni~a, lt~ bolJl word5 al~d 

4. The doses 

A prcscripl~tm may order a ( o[/llollgd [)iug 
~ dibpcn~cd by mslalmcnt~: the am~unl of the 
instalments and the interval> to bc tl[lhCl~cd 
bc bpccfilcd~ Ptcbcrtplionb ordering ’tcpcal~’ 

plete prescription and a phallnactM 15 Ilot allmscd 
Io d~spcnsc a (’ollllol[cd l)~t~g nlllcsx all lhc inlet 
madon ~cquircd by law t~ gwcn on 

Conlrollcd drugs 7 
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LSD) is a much more potent hallucinogen; its ose 
can lead to severe psychotic states in which life 
may be at risk. 

PRES(’RIIIlN(; I)Rtl(;S I.IKEI.¥ TO CAUSE I)EPEN- 

DEN(’F. OR MIStlSE. The prescriber has three main 
responsibilities: 
I. To avoid crcaling dcpemlcncc by introducing 
drugs to palicnts wilhonl sufficicnl reason. In this 
context, the proper use of the morphine-like drngs 
is well understood. The dangers of other con- 
trolled drugs are less clear bccanse recognition of 
dependence is mtt easy and its effects, and those 
of withdrawal, arc less obvious. Perhaps the most 
notable result of uninhibited prescribing is that a 
very large number of patients in the country take 
tablets which do them neither much good nor 
much harm, bul are committed to them indefi- 
nitely because they cannot readily be stopped. 

2. To see that Ihe patient does not gradually 
increase the dose of a drug, given for go,hi medical 
reasons, to the" point where dependence becomes 
more likely. This tendency is seen especially with 
hypnotics and anxiolytics (flw CSM advice see 
section 4.1). The prescriber should keep a close 

eye on the amount prescribed to prevent patients 
from accumuhtling stocks that would enable them 
to arrange their own dosage or even that of their 
families and friends. A minimal amount should 
be prescribed in Ihe first instance, or when seeing 
a new patient for the first time. 
3. To avoid being used its an unwitting source of 
supply for addicts. Methods include visiting more 
than one doclor, fabricating stories, and h~rging 
prescriptions. A doctor should Ihcrcforc be wary 
of prescribing for strangers and may be able to 
get information about snspectcd opioid addicts 
from the Ilome Office (for details see p. 9). 

Patients under temporary care should be given 
only small supplies of drugs unless they present 
an unequivocal letter from their own doctors. 
Doctors should also remember that their own 
patients may be doing a collecting round with 

other doctors, especially in hospitals. It is sensible 
to decrease dosages steadily or to issue weekly or 
even daily prescriptions for small amounts if it is 
apparent that dependence is occurring. 

The stealing and misuse of prescription forms 
could be minimised by the following precautions: 
(a) do not leave unattended if called away t.rom the con- 

sulting room or at reception desks; do not leave in a 
car where they may be visible; when not in use, keep 
in a locked d*awer within the surgery and at home; 

(b) draw a diagonal line across the blank pa~l or. the I’orm 
under the prescription; 

(c) write the quantity in words and figures when pre- 
scribing drugs prone to abuse; this is obligatory for 
controlled drugs (see Prescriptions. above); 

(d) alterations are best avoided but it" any are made they 
should be clear and unambiguous; add initials against 
altered items; 

(e) if prescriplions are left for collection they should be 
left in a sate place in a sealed envelope. 

TRAVELLING ABROAD. prescribed drugs listed in 
schedules 4 and 5 to the Misuse of Drugs Regu- 
lations 1985 are not subject to import or export 
licensing but doctors are advised that patients 
intending to carry Schedule 2 and 3 drugs abroad 
may require an export licence. This is dependent 

upon the amount of drug to be exported and 
further details may be obtained from the Home 
Office by telephoning 071-273 3806. Applications 
for licenccs should be sent to the Iiome Office, 
Drugs Branch, Ouccn Anne’s Gate, London 
SWill 9AT. 

There is no standard application form but appli- 
cations must be supported by a letter from a 
doctor giving details of: 

the patient’s name and current address; 
the quantities o! drugs to be carried; 
the strength and form in which the drugs will be 
dispensed; 
the dates or" Ira~el to and from the United Kingdom. 

Ten days should be allowed for processing the 
application. 

Individual doctors who wish to take Controlled 
Drugs abroad while accompanying patients, may 
similarly be issued with licenccs. Liccnces are 
not normally issued Io doctors who wish to take 
Controlled Drugs abroad solely in case a family 
emergency should arise. 

These import/export licenccs for named indi- 
viduals do not have any legal status outside the 
UK and are only issued to comply with the Misuse 
of Drugs Act and facilitate passage through UK 
Customs control. For clearance in the country to 
be visited it would be necessary to approach that 
country’s embassy or High Commission in the 
UK. 

The Misuse of Drugs Act, 1971 
This Act was passed in 1971 to provide more 
flexible and more comprehensive control over the 

misasc of drugs of all kinds than was possible 
under the earlier Dangerous Drugs Act. The Act 
as amcndcd prohibits certain activities in relation 

’ to ’Controlled Drugs’, in particular their manu- 

facture, supply.,’ and possession. The penalties 
applicable to b~fences involving the different 
drugs are graded broadly according to the harm- 

fulness attributable to a drug when it is misused 
and for this purpose the drugs are defined in the 
following three classes: 

Class A includes: altentanil, cocaine, destromoramide. 
diamorphine (heroin). dipipanone, lysergide (LSD). 
methadone, morphine, opium, pethidine, phencycli- 
dine. and class Bsubstanccs when prepared for injection 
Class B includes: oral amphetamines, barbiturates. 
cannabis, cannabis resin, codeine, ethylmorphine. 
glutethimide, pentazocine, phenmetrazine, and phol- 
codine 
Oass 1~ includes: certain drugs related to the amphet- 
amines such as b~nzphetamine and chlorpbentermine. 
buprcoorpbine, diethylpropion, mazindol, meproba- 
mate. I~moline. pipradrol, and most benzodiazepines 

The Misuse of Drugs Regulations 1985 define 

the classes of person who are authorised to supply 
and possess controlled drugs while acting in their 
professional capacities and lay down the con- 
ditions under which these activities may be carried 
out. In the regulations drugs are divided into 
five schedules each specifying the requirements 
governing such activities as import, export, pro- 

duction, supply, possession, prescribing, and 
record keeping which apply to them. 
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Adverse Reactions 
Any drug may produce unwanted or unexpected 
adverse reactions. Detection and recording of 

these is o[ vital importance- Doctors are urged to 
help by reporting adverse reactions to: 

CSM 
Freepost 
London SWg 5BR 
1071-627 3291) 

Yebow prepaid Icttcrcards for reporting arc avail- 
able from the above address or by dialling I(~) 
and asking for ’CSM Frecfone’; also, forms are 

bound in this book (inside back cover). 
A 24-hour Frecfone service is now available to all parts 

of the United Kingdom, for doctors sucking advice and 
information on adverse reactions; it may be obtained by 
dialling II~l and asking for ’CSM Freefone’. Outside office 
hours a telephone-answering machine will take messages. 

The following regional ccntrcs also collect data: 

CSM Mersey CSM Northern 
Freepost Freepost 1085 
Liverpool 13 3AB Newcastle upon Tyne 
(051-236 4620 Extn 2126) NEI IBR 

(091-232 1525 Direct Line) 

CSM Wales CSM West Midlands 
Freepost Freepost 
Cardiff CF4 IZZ Birmingham BI5 IBR 
(0222 7~1181 Direct Line) INn telephone numberl 

Suspected adverse reactions to any therapeutic 
agent should be repot’led, including drugs (those 
taken for self medication as well as those 
prescribed), blood products, vaccines, X-ray con- 
trast media, dental or surgical materials, intra- 
uterine devices, and contact lens fluids. 

ADROIT 
Adverse Drug Reactions On-line Information 
Tracking (ADROIT) has now been introduced to 
facilitatc the monitoring of adverse drug reac- 
tions. 

NEWER DaUGS. These are indicate~l by the sign 

Doctors are asked to report all suspected reactions 
(i.e. any adverse or any unexpected event, how- 
ever minor, which could conceivably be attributed 

to the drug). Reports should be made despite 
uncertainty about a causal relationship, irres- 
pective of whether the reaction is well recognized, 
and even if other drugs have been given con- 
currently. 

ESTABLISIIED DRUGS. Doctors are asked to report 
a// serious suspected reactions, including those 
that are fatal, life-threatening, disabling, inca- 
pacitating, or which result in or prolong hos- 
pitalisation; they should be reported even if the 
effect is well recognised. 

Examples include anaphylaxis, blood disorders, endo- 
crine disturbances, effects on fertility, haemorrhage 
hum any site, renal impairment, jaundice, ophthalmic 
disorders, severe C’NS effects, severe skin reactions, reac- 
tions in pregnant women, and any drug interactions. 
Reports of serious adverse reactions are required to enable 
risk/hencfit ratios to be compared wilh other drugS ol a 
similar class. For established drugs doctors are asked not 
to report well-known, relatively minor side-effects, such 
as dry mouth with tricycfic antidepressants, constipation 
with opioids, or nausea with digoxin. 

Special problems 

Delayed drug effects. Some reactions (e.g. 

to Drugs 
cancers, chloroquine retinopathy, and retro- 
perilonea~ fibrosis) may become manifest months 
or years afler exposure. Any suspicion of such an 
association should be reported. 

The elderly. Doctors are asked to be particularly 
alert to adverse reactions in the elderly. 
Congenital abnormalities. When an infant is born 
with a congenital abnormality or there is a mal- 
formed aborted fetus doctors are asked to con- 
sider whether this might be an adverse reaction 

to a drug and to report all drugs (including self- 
medication) taken during pregnancy. 
Vaccines. Doctors are asked to report all sus- 

pected reactions to both new and established 
vaccines. The balance between risks and benefits 
needs to be kept under continuous review. 

Prevention of adverse reactions 

Adverse reactions may be prevented as follows: 

I. Never use any drug unless there is a good indication. 
It the patient is pregnant do not use a drug unless the 
need for it is imperative. 

2. It is very important to recognise allergy and idiosyncrasy 

as causes of adverse drug reactions. Ask if the patient 
had previous ecactions. 

3. Ask it the patient is already taking other drugs including 
tell-medication; remember that interactions may occur. 

4. Age and hepatic or renal disease may alter the metab- 

olism or excretion of drugs, so that much smaller doses 

may need to be prescribed. Pharmacogenctic factors 
may also be responsible for variations in the rate of 
metabolism, notably ot isoniazid and the tricyclic anti- 

depressants. 

5. Prescribe as few drugs as possible and give very clear 
instructions to the elderly or any patient likely to mis- 
understand complicated instructions. 

6. When possible use a familiar drug. With a new drug be 

particularly alert for adverse reactions or unexpected 
events. 

7. If serious adverse reactions are liable to occur warn the 

patient.. 

- ~-~" Ik4"ective Medicines 

During the manufacture or distribution of a medicine 

an error or accident may occur whereby the finished 
product does rot conform to its specification. While 

such a defect may impair the therapeutic effect of the 
product and could adversely affect the health of a 

patient, it should not be confused with an Adverse 

I)n~g Reaction where the product conforms to its 
specification. 

The Defect Medicines Report Centre operates a 24- 
hour service to assist with the investigation of prob- 

lems arising from licensed medicinal products thought 
to be defective, and to co-ordinate any necessary 
protective action. Reports on suspect defective med- 

icinal products should include the brand or the non- 
prnprietary name, the name of the manufacturer or 

supplier, the strength and dosage form of the product, 
the product licence number, the batch number or 
numbers of the product, the nature of the defect, and 
an account of any action already taken in conse- 
quence. The Centre can be contacted at: 

The Defect Medicines Report Centre 
Medicines Control Agency 

Room 1801, Market Towers 

I Nine Elms Lane 
London SW8 5NO 
071-273 0574 (weekdays 8.30 am-5.30 pro) 

or 071-210 5368 or 5371 (any other time) 
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Prescribing in Terminal Care 
In recent years there has I’*en increased interest in pro- 
viding better trealment and support for patients with ter- 
minal illne~. The aim is to keep them as comfortable, 

alert, and free of pain as possible. If patients are to end 
their days in ~renity it may also be nece~sa~! to direct 
attention to emotional, financial. ,~ciaL or family 

problems. The patient’s minister or Ibe hospital chaplain 
may give invaluable help. 

DoMn’n.t^nv c^m~. If they wish, whenever possible, 
patients should end their days in their own homes. 
Although families may at first be afraid of caring for 

the patient at home. they will usually do so if extra 
support from district nursing services and social ser- 

vices is provided. Families may be reassured if an 
assurance is given that the patient will be admitted to 
a hospital or hospice if they cannot cope. 

to be drawn from thc cxpcricncc of hospices is that 
both doctors ~nd nurses must give time to listen to 

the patient. This gives great support and comfort 
to a patient who may otherwise suffer intolerable 

loneliness. Often problems come to light that can 
easily be dealt with--adjusting a blind in the late 
afternoon, an irritating noise to be avoided, drinks 

to be placed in easier reach, someone to read the 
newspaper, or the TV to be replaced by radio. The 
staff should not exclude the family from contributing 

to the patient’s care; if prevented they may be rescnt- 
ful or subsequently suffer a feeling of guilt. 

DRUG TREATMENI. The number of drugs should be as 

few as possible, for even the taking of medicine may 
be an effort. Oral medication is usually satisfactory 

unless there is severe nausea and vomiting, dysphagia. 
weakness, or coma, in which case parenteral medi- 
cation may be necessary. 

PAIN 

Analgesics arc always more effective in pre- 
venting the development of pain than in the relief 

of established pain. 
The non-opioid analgesics aspirin or par- 

~t~mol given regularly will often make the use 

of opioids unnecessary. Aspirin (or other NSAIDs 
if preferred) may also control the pain of bone 

secondaries; naproxen, flurbiprofen, and indo- 

methacin (see section 10.1.1) are valuable and if 
necessary can be given rectally. Cnrti~teroids or 
r~diotherapy are also often useful for pain due to 

bone metastases. 
Morphine is the most useful of the npioid anal- 

g~i~. In addition to relief of pain, it confers a 
state of euphoria and mental detachment. 

ORAL ROUTE. Morphine is given by mouth as an 

oral solution regularly every 4 hours, the initial 
dose depending largely on the patient’s previous 
treatment. A dose of 5-10 mg is enough to replace 
a weaker analgesic (such as paracetamol or co- 
proxamol), but 10-20 mg or more is required to 

replace a strong one (comparable to morphine 
itself). If the first dose of morphine is no more 
effective than the previous analgesic it should be 
increased by 50%, the aim being to choose the 
lowest dose which prevents pain. Although a dose 

of 5-20 mg is usually adequate there should be no 
hesitation in increasing it to 30-60 mg or occasion- 
ally to 00-150rag or higher if necessary. If pain 
occurs between doses the next dose due is 
increased; in the interim an additional dose is 
given, 

Modified-release tablets of mor~phine (MST 
Continus® tablets or SRM-Rhotard~ tablets) are 
an alternative to the oral solulion; they have the 
advantage that they need only be taken every 12 
hours. The starting dose of MST Continus® tab- 
lets or SRM-Rhotard® tablets is usually 10-20 mg 

every 12 hours if no other analgesic (or only 
paracetamol) has previously been taken, but to 
replace a weaker opioid analgesic (such as co- 
proxamol) the starting dose is usually 20-30 mg 
every 12 hours. Increments should be made to 

the dose, not to the frequency of administration, 
which should remain at every 12 hours. 

The effective dose of MST Continus® tablets 
or SRM-Rhotard® tablets can alternatively be 

found by giving the oral solution of morphine 
every 4 hours in increasing doses until the pain 
has been controlled, and then transferring the 

patient to the same total 24-hour dose of morphine 
given as the modified-releaso tablet (divided into 
two portions for 12-hourly administration). The 
first dose of the modified-release tablet is given 4 
hours after the last dose of the oral solutiont. 

PARENTERAL ROUTE. If the patient becomes unable 
to swallow, the equivalent intramuscular dose of 
morphine is half the oral solution dose; in the case 

of the modified-release tablets it is half the total 
24-hour dose (which is then divided into 6 portions 
to be given every 4 hours). Diamorphlne is pre- 
ferred for injection because being more soluble it 
can be given in a smaller volume. The equivalent 
intramusc’ular,(or subcutaneous) dose of dia- 
morphine is o~ly about a quarter to a third of the 

oral dose of morphine; subcutaneous infusion via 
syringe driuer can be useful (for details, see p. 

f4). 

RE£1"AL ROLrFE. Morphine is also available for 
rectal administration as suppositories; alterna- 
tively oxycodone suppositories can be obtained on 
special order. 

GASTRo-nclT~"nNAL PAIN. The pain of bowel colic 

may be reduced by Ioperamide 2-4 mg 4 times 
daily. Hyosciue hydrobromide may also be help- 
ful, given sublingually at a dose of 300 micrograms 
3 times daily as Kwells® (Nicholas) tablets. For 

the dose by subcutaneous infusion using a syringe 
driver, see next page. 

Gastric distension pain due to pressure on the 
stomach may be helped by a preparation incor- 
perating an antacid with an antiflatulent (see sec- 
tion 1.1.1) and by domperidone 10mg 3 times 

daily before meals.             ~ 

I. Studies have indicated that administration of the last 
dose of the oralsoluaon with the first dose of the modified- 

release table~ is not necessary. 
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~clpcd by a muscle rclaxanl such as diazcpam 

iO mg dady or haclofcn 5 IO mg 3 mncs daily 

\II%(’t’~I.I.ANt ()US (?ON!)I] I()NS 

I)~SI’N()[ X l))’~[~ttoea may bc rcllc’,cd I)~ rcguhn 

~ral morphine hydrochh)ridc (or sulphalcj solu 

i.m in carefully lilralcd doses, starling al 5 trig 

cxcry 4 hours, l)iazcpam 5 10 mg daily may hc 

t~clpful: a corlicoMcroid, such ds dcxamclhasonc 

~ S mg dady, may albo bc hclpful if Ihcrc i~ bron 

,.lfu*ion m;ly [ctluilc Ircatmcut ~vilh hah~pcl idol 

,~,nngc dli,,cr, scc next page. 
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pcridol or prochlorpcrazine. ,An anti-emetic is 
usually only necessary for the first 4 or 5 days 
therefore fixed-combination opioid preparations 
containing an anti-emetic arc not recommended 
since they lead Io unnecessary anli-emclic therapy 
(often with undesirable drowsiness). For the 
administration of anti-emetics by suhcutaueous 
htfusion using a syringe driver, see below. 

INSOMNIA. Patients with advanced cancer may not 
sleep because of discomfort, cramps, night sweats, 
joint stiffness, or fear. There should be appro- 
priate treatment of these problems before hyp- 
notics are used. Bcnzodiazcpines. such as 
tcmazepam, may be useful (see section 4.1. I). 

HYPERCALCAEMIA. See seclion 9.5.1.2. 

SYRINGE DRIVERS 

Although drugs can usually be administered by 

mouth to control the symptoms of advanced 
cancer, the parenteral route may sometimes be 
necessary. If the parcntcral roulc is necessary, 
repeated administration of iutramuscular injec- 
tious can be difficult in a cachectic patient. This 
has led to the use of a portable syringe driver to 

give a continuous subcutaneous infusion, which 
can provide good control of symptoms with little 
discomfort or inconvenience to the patient. 

Indications for the parenteral route are: 
the pattern is unable to take medicines by mouth owing 

to na t~ea and ,omiting dvsphagia, seocre weakness. 

there is malignant bowel obstruction in patterns for 

whom farther surgery is inappropriate (avoiding the 

nasoga~tric tube/; 
occasionally ,.,,’hen lhc patient doe.~ not wish co take 

regular medicatkm by mouth. 

NAUSEA ANO VOMIrlNG. Haloperidol is given in 
subEutaneous in.fusion dose of 2.5--10mg/24 

hours. 
Methotrimepra~ine causes sedation in about 

50% of patients; it is given in a subcutaneous 
infusion dose of 25-200 mg/24 hours. 

Cydlzine is particularly liable to precipitate if 
mixed with diamorphine or other drugs (see under 
Mixing and Compatibility, below); it is given in a 
subcutaneous infusion dose of 150 mg/24 hours. 

Metoclopramide may cause skin reactions; it is 

given in a subcutaneous infusion dose of 30-60 nag/ 
24 hours. 

BOWEL COLIC or EXCESSIVE RESPIRATORY SECRE- 
TIONS. Hyoscine hydrobromide effectively reduces 
respiratory secretions and is sedative (but 
occasionally causes paradoxical agitation); it is 
given in a subcutaneous htfusion dose of 0.6- 
2.4 rag/24 hours. 

Hyoseine butylbromlde is effective in bowel 
colic, is less sedative than hyoscine hydrobromide, 
but is not always adequate for the control of 
respiratory secretions; it is given in a subcutaneous 
infusion dose of 20-60 rag/24 hours (Important: 
this dose of hyoscine butylbromide must not be 
confused with the much lower dose of hyoscine 
hydrobromide , above). 

RESTLESSNESS ANn CONEUSION. Haloperidol has 

little sedative effect; it is given in a subcutaneous 
infusion dose of 5-30 mg/24 hours. 

Methotrimeprazine has a sedative effect; it is 

given in a subcutaneous infusion dose of 50- 
2IX! rag/24 hours. 

Midazolam is a sedative and an antiepileptic, 
and is therefore suitable for a very restless patient; 
it is given in a subcutaneous bt]’usion dose of 20- 
40 mg/24 hours. 

CONVULSIONS. II a patient has previously been 
receiving an anlicpileptic or has a primary or 
secondary ceri:bral turnout or is at risk of con- 

vulsion (e.g. owing to uracmia) antiepileptic 
medication should not be stopped. Midazolam 

is the benzodiazepine antiepileptic of choice for 
continuous subcutaneous infttsion, and is given in 
a dose of 20-40 rag/24 hours. 

PAIN coNrP, OL. Diamorphine is the preferred 

opioid since its high solubility permits a large dose 
to be given in a small volume (see under Mixing 
and Compatibility, below). The table on the next 
page gives the approximate doses of morphine by 
mouth (as oral solution or standard tablets or as 
modified-release tablets) equivalent to diamor- 
phine by injection (intramuscularly or by sub- 

cutaneous infusion). 

MIXING AND COMPATIBILITY. The general principle 
that injections should be given into separate sites 

(and should h~ver be mixed) does not apply to 
the use of syringe drivers in terminal care. Pro- 
vided that there is evidence of compatibility, 
selected injections can be mixed in syringe drivers. 
Not all types of medication can be used in a 
subcutaneous infusion. In particular, chlorprom- 
azine, prochlorperazine and diazepam are contra- 
indicated as they cause skin reactions at the injec- 
tion site; to a lesser extent cyclizine and metho- 
trimeprazine may also sometimes cause local 
irritation. 

In theory injections dissolved in water for injec- 
tions are more likely to be associated with pain 
(possibly owing to their hypotonicity). The use of 
physiologlal saline (sodium chloride 0.9%) how- 

ever increases the likelihood of precipitation when 
more than one drug is used; moreover sub- 
cutaneous infusion rates are so slow (0.1-0.3 mL/ 
hour) that phin is not usually a problem when 
water is used as a diluent. 

Diamorphine can be given by subcutaneous 
infusion in a strength of up to 250 mg/mL; up to 
a strength of 40 mg/mL either water for injections 
or physiological saline (sodium chloride 0.9%) is 
a suitable diluent--above that strength only water 
for injection~ is used (to avoid precipitation). 
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Prescribing in terminal care 

The following can bc mixed wilh dimnoq~hine: 

Cyclizinc~ 

Dexamethasonc~ 

Haloperidol3 

Hyoscinc butylbromidc 

Hyoscinc hydrobromidc 

Methotrimeprazinc 

Metodopramidc~ 

Midazolam 

1. Cyclizinc may precipitate at i:OllCCnlratlOi~.’, aho~c 
20 mg/’mL or in the presence of physiological ~Minc or 

as the conccnlrabon of diamorphinc relative It) cyclizm¢ 
increases; mixlurcs of diamorphinc and cydlzinc arc 

als~ liable to precipitate after 24 hours. 

2. Special care is nccdcd to avoid prcclpdation of dcx 
ametha’.a~ne when preparing 

3. Mixtures ,.ff halopcridol and diamorphinc arc habit to 
precipitate alter 24 hours if haloperidol con,.:cntratlon 
i~ abo’,c 2 mg/mL. 

discolourcd; such solutions should bc di~ardcd 

Equivalent doses of morphine sulphate by mouth (as oral solution or standard tablets or as 

modified-release tablets) or ofdiamorphine hydroi;hloride by intramuscular injection or by sub 

cutaneous infusion 

ORAL MORPHINE PARENTERAL DIAMORPHINE 

(every 4 hours) (every 12 hours) (eve{y 4 hours) (every 24 hours) 

i 
These 

equivalences 

are approx. 

only and 

may need to 

be adjusted 

according to 

response 

5 mg 20 mg 25 IT~g 15 mg 

10 mg 30 mg 5 mg 20 mg 

15 mg 50 mg 5 mg 30 mg 

20 mg 60 mg 75 mg 45 mg 

30 nlg 90 mg i0 mg 60 mg 

40 mg 120 mg 15 mg 90 mg 

60 mg 180 mg 20 mg 120 mg 

80 mg 240 mg 30 m£1 180 mg 

100 mg 300 mg 40 nlg 240 mg 

130 mg 400 mg 50 mg 300 mg 

160 mg 500 mg 60 mg 360 mg 

200 mg 600 m9 70 m9 400 mg 

If breakthrough pain occurs give a subcutaneous (preferable) or intramuscular ~niection of diamorpmne eqmvalent 

to one sixth of the total 24 hour sub4sutaneous infusion dose. it is kinder to g~ve an intermittent bolus injection 

subcutaneously~absorption is smoother so that the risk of adverse effects at peak absorption is a~,o~ded (an even 

better method is to use a subcutaneous butterfly needte) 

To minimise the risk of infection no individual subcutaneous infusior~ solution should be used for ioo!]er than 24 

hours. 
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16 Guidance on Prescribing 

Prescribing for the 
Old people, especially the very old, require 
special care and consideration from prescribers. 

POLYPIIARMACY. Elderly patients are apt to 
receive multiple drugs for their multiple diseases. 
This greatly increases the risk of drug interactions 
as well as other adverse reactions. Moreover, 
symptoms such as headache, sleeplessness, and 
lightheadcdness which may be associated with 
social stress, as in widowhood, loneliness, and 
family dispersal can lead to further prescribing. 
especially of psychotropics. The use of drugs in 
such cases can at best be a poor substitute for 

effective social measures and at worst pose a 
serious threat from adverse reactions. 

MANIFESrA’IIONS OF AGEING. In very old subjects, 
manifestations of normal ageing may be mistaken 
for disease and lead to inappropriate prescribing. 
For example, drugs such as prochlorperazine are 
commonly misprescribed for giddiness due to age- 
related loss of postural stability. Not only is such 
treatment ineffective but the patient may experi- 
ence serious side-effects such as drug-induced par- 
kinsonism, postural hypotension, and mental 
confusion. 

SELF-MEDICAllON. Self-medication with over-the- 
counter products or with drugs prescribed for a 
previous illness (or even for another person) may 
be an added complication. Discussion with rela- 
tives and a home visit may be needed to establish 
exactly what is being taken. 

SoscEPimlt.rrY. The ageing nervous system shows 

increased susceptibilio, Io many commonly used 

drugs, such as opioid analgesics, benzodiazepines, 

and antiparkinsonian drugs, all of which must be 

used with caution. 

PHARMACOKINETICS 

While drug distribution and metabolism may be 
significantly altered, the most important effect of 
age is reduction in renal clearance, frequently 
aggravated by the effects of prostatism, neph- 
rosclerosis, or chronic urinary tract infection. 

Many aged patients thus possess only limited 
re.~eroes of renal [unction, excrete drugs slowly, 

and are highly susceptible to nephrotoxic drugs. 
Acute illness may lead to rapid reduction in renal 
clearance, especially if accompanied by dehy- 
dration. Hence, a patient stabilised on a drug with 
a narrow margin between the therapeutic and the 
toxic dose (e.g. digoxin) may rapidly develop 
adverse effects in the aftermath of a myocardial 
infarction or a respiratory tract infection. 

The net result of pharma.c0kinetic changes is 

Elderly 
ADVERSE REACTIONS 

Adverse reactions often present in the elderly in 

a vague and non-specific fashion. Mental con- 
fusion is often the presenting symptom (caused 
by almost any of the commonly used drugs). Other 
common manifestations are constipation (with 
antimuscarinics and many tranquillisers) and pos- 
rural hypotension and falls (with diuretics and 
many psychotropics). 

HVt’NOl~CS. Many hypnotics with long half-lives 
have serious hangover effects of drowsiness, 
unsteady gait, and even slurred speech and con- 
fusion. Those with short half-lives should be used 
but they too can present problems (see section 
4.1.1). Short courses of hypnotics are occasionally 
useful for helping a patient through an acute ill- 
ness or some other crisis but every effort must be 
made to avoid dependence. 

DIURETICS. Diuretics are overprescribed in old 
age and should not be used on a long-term basis 
to treat simple gravitational oedema which will 
usually respond to increased movement, raising 
the legs, and support stockings. A few days of 
diuretic treatment may speed the clearing of the 
oedema but it should rarely need continued drug 
therapy. 

NSAIDs. Bleeding associated with aspirin and 
other NSAIDs is more common in the elderly, 
and the outcome tends to be more serious. 
NSAIDs are also a special hazard in patients with 
cardiac disease or renal impairment which may 
again place the elderly at particular risk. 

OTHER DRQOS. Other drugs which commonly 
cause advers~,~f,eactions are antiparkinsonian 

drugs, antihyperrensioes, psychotropics, and 
digoxin; the usual maintenance dose of digoxin in 
very old patients is 125 micrograms daily 
(62.5 micrograms is often inadequate, and toxicity 
is common in those given 250 micrograms). 

Drug-induced blood disorders are much more 
common in the elderly. Therefore drugs with a- 
tendency to cause bone marrow depression (e.g. 
co-trimoxazole, mianserin) should be avoided 
unless there is no acceptable alternative. 

The elderly generally require a lower main- 
tenance dose of warfarin than younger adults; 
once again, the outcome of bleeding tends to be 
more serious. 

GUIDELINES 

First one must always pose the question 
whether a drug is indicated at all. 

that tissue concentrations are commonly . IAIMITRANGE. It-.is a sensible policy to 
increased by over 50%, and aged and debilitated7 from a limited range of drug~ 
patients may show even largei" changes, familiar With theii" effects.in the elderly. 
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REnucF nosE. I)(~sage should generally bc sub- 
stanlially lower Ihan fi)r youngcr patients and it 
is common It) start wilh about 51)e~ of Ihc adult 
dose. Some drugs (e.g. chlorpmpamidc) sh,auld 
be avoided altogether. 

REVIE",t. REGUI ARI.Y. Review [cpcat prescriptions 
regularly. It may be possible to slop the drug (c.g 
digoxin can often be withdrawu) or it may bc 
necessary to reduce tile d{~se Io match dimini~.h.lg 
renal function. 

SIMPLIFY. Simplify regimens. Elderly patients can- 
not normally cope wilh more than three dillc~cnt 
drugs and. ideally, Ihcse should llOl bc given IIiOl t2 
than Iwice daily. In parlicular, regimens v, hich call 
for a confusing array of dosagc intervals sh,mld bc 
avoided 

ROYAL PHARMACEUTICAl. SOCiE I~’ LIBRAR’! 

1, lAMBETH HIGH STREET, LG~4DON SE~ 7oi~ 


